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Introduction and external iliac arteries. Additionally, the diagnosis
of a concomitant horseshoe kidney with par-
Horseshoe kidney (HSK) is a rare abnormality oc- enchymatous fusion in the isthmus was made in late
phase angiography series (Fig. 1). Interestingly, therecurring in 0.2% of the population. In the majority of
cases the male gender is affected (80%). HSK has no were no accessory renal arteries to the isthmus of the
HSK detected.influence on the development of atherosclerosis.1 Data
about concomitant HSK in infrarenal aortic occlusion Selective angiography of both common femoral ar-
teries revealed a patent superficial femoral artery with(IRAO) are sparse and both may occur as a chance
phenomenon. The incidence of IRAO can be estimated a three vessel run-off. The operative approach con-
sisted of a meticulous preparation of the distal aortato be 0.15%, and Ligush reported one case of con-
comitant HSK in a series of 48 patients with IRAO.2
Following the first report of IRAO and HSK in 1968,3
to date there have been less than 50 cases reported.
Therefore, the coincidence of infrarenal aortic oc-
clusion and HSK in a female patient presented in this
report can be considered a rarity.
Case Report
A 36-year-old female patient presented with a 3-year
history of intermittent claudication of both limbs after
a walking distance of 200–300 m. Analysis of cardio-
vascular risk factors revealed a history of cigarette
smoking (24 pack-years) and a dyslipoproteinaemia
(decreased HDL/normal LDL and VLDL). On physical
examination no peripheral pulses were palpable and
ankle to brachial index was 0.3 on the left and 0.25 on
the right limb. Preoperative angiography documented
an occlusion of the distal aorta and both the common
Fig. 1. Preoperative conventional angiography demonstrating distal∗Corresponding author: Bernhard Dorweiler, Department of Car-
diothoracic and Vascular Surgery, University Hospital, Johannes- aortic occlusion with a patent inferior mesenteric artery and con-
comitant horseshoe kidney with parenchymal fusion.Gutenberg Medical School, Langenbeckstr. 1, 55101 Mainz, Germany.
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Fig. 3. Postoperative MR angiography showing the patent
bifurcation graft and the patent inferior mesenteric artery.
duplex ultrasound examinations confirmed satis-
Fig. 2. Intraoperative situs showing the bifurcation graft (6 mm) factory results, with unimpeded blood flow through
placed posteriorly to the isthmus. the bifurcation graft.
and the isthmus after a median laparotomy. Distal
perfusion was restored by implantation of a dacron
bifurcation graft (6 mm, Fig. 2) with a proximal end- Discussion
to-side anastomosis and preservation of the patent
inferior mesenteric artery. Both graft limbs were placed Aortic surgery in concomitant horseshoe kidney re-
quires detailed knowledge of both anatomical anddorsal to the isthmus after careful tunnelling and
were anastomosed to the common femoral artery via vascular structures and accurate intraoperative pre-
paration technique. Therefore, preoperative imagingseparate groin incisions. Postoperative imaging (MR
angiography) showed the patent bifurcation graft and should encompass angiography to detect accessory
renal arteries, which may be present in up to 75%,4 andthe patent inferior mesenteric artery (Fig. 3). Fur-
thermore, magnetic resonance imaging (MRI) revealed additional computer-aided-tomography (CT) scans or
MRI.no sign of injury to functional kidney tissue. Post-
operative analysis of kidney function demonstrated In our experience, exposure of the operative situs
in IRAO is satisfactory with the transabdominal ap-normal values for creatine kinase (0.72–1.04 mg/dl)
and creatine clearance was even slightly increased due proach, as suggested by Crawford.5 Division of the
isthmus is not necessary, as the graft can be securelyto diuretic therapy (145 ml/min). The patient was
discharged after uneventful recovery on the 15th post- positioned posterior to it.4 Nevertheless, cautious pre-
paratory technique is mandatory, especially if an-operative day. After a follow-up of 18 months, ankle-
to-brachial index is 0.8 in both limbs with palpable giographically detected accessory renal arteries supply
the isthmus. In conclusion, it should be emphasiseddistal pulses and unlimited walking distance. Serial
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